An 879-g infant was born at 26 weeks' estimated gestational age and hospitalized at an outside neonatal intensive care unit. The infant required placement of an endotracheal tube and an umbilical arterial catheter for monitoring. The clinical course was typical of hyaline membrane and by 2 months of age the patient was stable with mild to moderate lung disease. Two days before transfer to this hospital the infant's condition worsened and he appeared septic. Blood cultures were negative although the patient was already on Gentamycin and Vancomycin. On the day before admission, a chest radiograph demonstrated a large right pleural effusion. A chest tube was placed and a large hemothorax was evacuated. Bleeding studies and platelets were normal. The lower extremity distal pulses were barely palpable, and a sonogram was reported to show a hepatic arteriovenous malformation. The infant, now weighing 1340 g, was transferred to St. Louis Children's Hospital. A repeat abdominal sonogram with color-Doppler imaging was obtained (Figures 1 and 2 ).
DENOUEMENT AND DISCUSSION
A large mycotic aneurysm of the aorta extending from the diaphragm to the renals and including the origins of the celiac axis and superior mesenteric arteries was present. The infant became hypertensive but his renal function remained normal. A surgical aortic-bypass graft was performed, but the patient died postoperatively due to thrombosis of the graft. No flow was demonstrated in the graft postoperatively by doppler sonography.
William Osler coined the phrase mycotic aneurysm in 1885 to denote a vascular aneurysm associated with a bacterial infection. This was before the widespread use of the term mycosis to refer to fungal infections. 1 Mycotic aneurysms of the descending thoracic and abdominal aorta are very rare but severe complications of umbilical artery catheter placement. 2 There are four factors, which seem to predispose to the formation of mycotic aneurysms: (1) Damage to the aortic endothelium by the umbilical artery catheter, (2) thrombosis at the site of endothelial damage, (3) bacterial colonization of the thrombus, and (4) inflammatory weakening of the wall resulting in aneurysm formation. 1 The organism primarily associated with mycotic aneurysms is Staphylococcus aureus. However, other organisms including Pseudomonas, pneumococcus, Hemophilus influenzae, gonococcus, klebsiella and Aspergillus have been also associated with mycotic aneurysms. 1, 4 Although the role of umbilical artery catheters is difficult to prove in all cases there have been cases followed sonographically from thrombus formation to aneurysm formation. 5 In addition, no mycotic aneurysm has occurred proximal to the tip of the umbilical artery catheter. 6 There is, however, no relationship between the catheter tip and the site of the aneurysm otherwise. 5 Therefore, the prime risk factors appear to be the placement of an umbilical artery catheter and Stapylococcal sepsis. Neonatal mycotic aortic aneurysms are most frequent in the thoracic descending aorta (65% to 70%). Of the remainder approximately 20% involve the abdominal aorta and 10% the iliac artery. 6 The clinical manifestation of the aneurysm may be subtle and a high degree of suspicion is necessary to make the diagnosis before fatal rupture. Any infant with a prior umbilical artery catheter and staphylococcal sepsis should be considered at risk. In one series 58% of aneurysms presented as a mass on chest radiograph, 25% with fatal rupture of the aneurysm undetected before autopsy, 16% with hypertension, and 18% with a palpable mass (all iliac arterial aneurysms). 6 Most often umbilical artery catheters have been in place for less than a week at the time of discovery of a mycotic aortic aneurysm. The time of duration varied in one study from 5 hours to 7 weeks. 4 Ultrasonography is an excellent method to evaluate aortic aneurysms particularly of the abdominal aorta. 2 Given the correlation between aortic thrombosis and subsequent development of an aneurysm, a thrombus associated with umbilical artery catheterization needs to be followed carefully. Aneurysms may develop even with adequate thrombolytic therapy. 5 The outcome in this case is unfortunately not uncommon. In one series of fourteen infants who underwent repair of mycotic aneurysm, the mortality was 42%. 
